An account is presented of a patient who developed ileus, of greater or lesser severity, after each of seven operations (including two extra-abdominal and three Caesarean sections). During her most recent pregnancy, reviewed here, her plasma cholinesterase activity was found to be decreased and it remained low until at least the 6th day post-partum. However, as the normal activity had been gained by 6 weeks after delivery, the phenomenon had evidently been pregnancy-related. Despite receiving suxamethonium by infusion to completion of her Caesarean section, she did not show an abnormally prolonged response, although she did suffer considerable suxamethonium "after-pains". The question is posed of a possible relationship between the postoperative ileus, muscle pains and the decrease in cholinesterase activity.
The patient (age 41 yr, weight 47.5 kg) was 15 weeks pregnant when first seen at the Ante-natal Clinic. Argentinian by birth, the patient was medically qualified, sensible, articulate and surprisingly phlegmatic. She had undergone four operations in Argentina (torsion of an ovarian cyst; an operation for her severe kyphoscoliosis; cholecystectomy; removal of adenomata from both breasts), and two in Scotland (Caesarean section). After each of these operations, whether intra-or extra-abdominal, she had suffered severely from postoperative ileus, the treatment in each instance being, apparently, naso-gastric suction plus the infusion of fluid i.v. These episodes of ileus lasted for 2-3 days and were characterized, by the patient, as being very distressing, owing to the pain of abdominal distension. There was a suggestion that she had had some difficulty in breathing after at least one of the operations.
Her general condition was good except for marked kyphoscoliosis. As a speculative procedure, blood was sampled for the measurement of cholines- terase activity. In view of the reported result, further samples were obtained on three other occasions during her pregnancy (table I). The patient was admitted at 39 weeks gestation, for delivery by elective Caesarean section. General anaesthesia was the technique chosen because the patient preferred it and the severity of the kyphoscoliosis was such as to render the reliable provision of extradural analgesia doubtful.
A sample of blood for cholinesterase activity was obtained immediately before the induction of anaesthesia (table I) . Anaesthesia was induced with thiopentone 2 50 mg and maintained with nitrous oxide 4 litre min ~' plus 0.2% halothane in oxygen 8 litre min" 1 . Suxamethonium was administered, initially as a bolus (100 mg), and subsequently as an infusion (1 mgml" 1 ) i.v. (total by infusion 450 mg). There was no evidence of f asciculation or of muscletwitching, either at the time of induction or subsequently. The operation proceeded smoothly, the infant (birth weight 3.12 kg) was, and remained, in good health, and the final skin sutures were inserted 45 min after the induction of anaesthesia. At this time the infusion of suxamethonium was stopped, and the halothane and nitrous oxide discontinued. About 3 min later the patient extubated her trachea and she was able to raise, and maintain, her head a couple of inches above the pillow.
The course immediately after operation was unremarkable, and the patient took a light meal on the evening of that day. The only fact to emerge from the post-anaesthetic interview on the following morning was her complaint of severe, generalized muscle pains, a feeling of having been "bruised all over". This symptom persisted for 36-48 h. During the 1st day after operation, abdominal distension-which had developed overnightbecame painful and was associated with colic. There was some nausea but no vomiting. The patient continued to take fluids by mouth (having been on a light diet previously) and an infusion of dextrose and electrolyte solution i.v. was started. The episode of distension and abdominal colic persisted for about 7 h, and ended when she passed flatus and had three bowel actions within 1 h. On the 2nd day after operation her general condition was much improved. Her abdomen was soft, vigorous bowel sounds were present and her stools were semi-fluid. Thereafter, progress was unremarkable.
Blood was drawn for assay of cholinesterase activity on each of the first 6 days following operation, and at the 6-week post-natal visit (table I). The cholinesterase activity was measured by following the rate of hydrolysis of benzoylcholine at 25°C (Kalow and Lindsay, 1955) . Measurement of the dibucaine number (Kalow and Genest, 1957) and fluoride number (Harris and Whittaker, 1961) indicated the plasma cholinesterase phenotype of the patient.
DISCUSSION
The data presented in figure 1 indicate that the observed decrease in the plasma cholinesterase activity during gestation was almost entirely a reflection of her pregnant state. Although the changes in cholinesterase activity throughout the 40 weeks of gestation have been studied widely (Piccoli and Longo, 1947; Levine and Hoyte, 1949; Shnider, 1965; Robertson, 1966; Hazel and Monier, 1971; Evans and Wroe, 1980) , at present little precise information is available which defines the pattern of recovery of cholinesterase activity post-partum. It is, however, accepted universally that the decrease in enzyme activity continues for several days postpartum (Shnider, 1965; Hazel and Monier, 1971; Blitt et al., 1977; Evans and Wroe, 1980 ) before returning to normal non-pregnant values between the 10th day (Piccoli and Longo, 1947) and the 6th week post-partum (Barnes and Epperson, 1952) , although the latter is probably an over-generous estimate of the time required to restore the cholinesterase activity to its non-pregnant value. Successive pregnancies have no repercussions on cholinesterase activities, thus indicating that antibody formation does not result in decreased cholinesterase activity (Hazel and Monier, 1971) . Despite the decrease in the value of cholinesterase activity at the time of Caesarean section the patient exhibited no evidence of "suxamethonium sensitivity". This is not surprising since previous patients, anaesthetized as described above have not exhibited any untoward response (except for those few patients who have a pathological decrease in cholinesterase activity (Whittaker, 1980) ). In addition, suxamethonium sensitivity would not be expected in a patient such as this who had a normal phenotype (Ei u Ei u ) for plasma cholinesterase, at the time of Caesarean section. A patient with normal plasma cholinesterase activity will experience complete paralysis of about 2min duration on receiving a standard dose of suxamethonium. If the enzyme activity were to be halved, as observed in our patient, the duration of action would be expected to double (Schuh, 1977) , but such a prolongation is unimportant clinically. As recorded, our patient extubated her trachea after 3 min. The use of suxamethonium during labour or the period immediately post-partum in women having a low cholinesterase activity associated with a rare gene, a pathological condition or an iatrogenic cause may occasionally result in a prolonged apnoea. However, this patient did not fulfil any of these prerequisites.
On the other hand, the occurrence of severe "scoline after-pains" was a surprise, as this complication is, in our experience, remarkably rare in an obstetric population.
The complication which prompted the entire investigation-postoperative ileus, experienced now on eight occasions, and following both intraand extra-abdominal operations-poses questions which remain unanswered. We do not know what anaesthetic drugs she received during her five previous operations in Argentina. Suxamethonium was given for induction, but not maintenance, during her two Caesarean sections in Scotland (personal communication, Dr J. Wilson). There is some temptation to propose a tenuous association between the postoperative complication and the unusually severe muscle after-pains. However, such an hypothesis has no basis for support in the extant literature. Is there any evidence that skeletal neuromuscular blocking drugs, administered in clinical dosage, can have an effect upon gut motility ? Se presents un histortal de una paciente que dcsarrolld (leo, de mayor o menor gravedad, despues de cadi una dc las siete operaciones sufridas (inclu'yendo dos de caracter eztraordinario en el abdomen y tres secciones de cesirea). Durante se ultimo embarazo, que se revisa aquf, se observ6 que la actividad de su colinesterasa del plasma disminuyo y pennanecid a un nivel bajo hasta, por lo menos, seis dfas despues del parto. Puesto que a las seis f"nmn del parto la actividad volvi6 a ser normal, es evidentc que el fen6meno esti asociado al embarazo. A pesar de recibir suzametonio por inf usi6n hasta la terminacidn de la operaci6n de cesirea, no mostro reapuesta alguna que se prolongara por un periodo anormal, aunque experiment6 considerables dolores despues de la administracion de suzametonio. Se plantea la cucsti6n de una posible reJack>n entre el fleo posoperativo, dolores musculares y la disminucidn de la actividad de colinesterasa.
ILEUS POST-OPERATOIRE, DEFICIT GRAVIDIQUE EN CHOLINESTERASES ET DOULEURS MUSCULAIRES SUIVANT

